Candida parapsilosis is a rare opportunistic fungal pathogen of the musculoskeletal region. Immune function of almost all patients is severely disturbed. Most reported cases of septic arthritis of joints by Candida involve the knee, especially Candida parapsilosis. To our knowledge, there has been only one case report of Candida parapsilosis involving the ankle presented on only plain radiography. We report a case of Candida parapsilosis arthritis involving the ankle in a diabetes patient which was shown on MR imaging. oneal tendons. Loose bodies were seen at the distended synovial spaces. These were iso-to slighlty hyperintense on T1-weighted images and slightly hypointense on fatsuppressed T2-weighted images. The posterior aspect of the talar dome showed osteochondral lesion. Fluid collections and subtle intrasynovial loose bodies at the posterior subtalar joint and talonavicular joint were also combined. There was prominent hyperintense bone marrow edema in the talus, distal tibia, and calcaneus on T2-weighted images. Mild periarticular soft tissue edema was combined. Initially, we presumed that the diagnosis was infectious arthritis, such as tuberculous arthritis with associated tenosynovitis and osteomyelitis of the talus. Our differential diagnosis included the pyogenic arthritis or other causes of chronic infectious arthritis including fungal or other bacterial arthritis, neuropathic arthopathy, and inflammatory arthritis such as rheumatoid arthritis.
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She underwent open tenosynovectomy and arthrotomy of ankle and hypertrophied synovium was found in the tibiotalar joint. Further, the joint space was filled with a pus-like discharge. Intra-articular rice body-like granulation tissues were found and microscopic examinations revealed chronic inflammatory changes of the synovial tissue. Foreign body reaction was combined and AFB staining and PCR for tuberculosis were also negative.
During the initial empirical antibiotic (3rd generation cephalosporine) treatment, Candida parapsilosis was cultured. Despite additional systemic infusion of amphotericin B, right ankle pain and swelling did not subside. Four months later on a follow up MR imaging (Figs. 1E-G) , progression of the synovial thickening and loose bodies within the joint space was noted. Gradual progressive destruction of the tibiotalar joint was complicated by the subchondral erosion of the talar dome, and bone marrow abnormality was also noted. The patient underwent the operative procedure a second time. Microscopic examinations showed chronic granulomatous inflammation with multinucleated giant cells. PAS and methenamine-silver staining revealed several yeast-form fungal organisms ( Figs. 2A-C) . Despite additional fluconazol treatment, symptoms did not fully subside. Several episodes of pyogenic infection were superimposed, and finally she underwent ankle arthrodesis.
Discussion
Candida infections are very rare in the musculoskeletal system, especially with immunocompetent patients (3). Among them, the most common cases are septic arthritis by Candida (3). Many clinical settings where patients are immunocompromised are predisposed to the Candidia arthritis. Poor immunity triggers the systemic candidema in patients and finally, inoculation at the targeted joint. On the other hand, direct inoculation by iatrogenic or traumatic events induces septic arthritis by the Candida species. Many previous reports showed that variable species of Candida are associated with arthritis and spondylitis. Among them, C. albicans is responsible for 70% of cases, while the most frequent nonalbicans species are C. tropicalis, C. parapsilosis, and C. krusei. Candida parapsilosis is a relatively rare but emerging opportunistic pathogen, especially when associated with arthroplasty (4).
The knee comprises the majority of involved joint of C. parapsilosis throughout the various literature sources. Prosthetic procedures replacing the knee are thought as the crucial point of infection (4) . A report suggests another iatrogenic predisposing factor, the intra-articular injection of steroid into a painful knee. Few other joints, such as elbow, hips, and ankle are associated with Candida infections (2) .
Candida also involves the spine as a form of spondylitis other than synovial joint (5, 6 ). The sternum is most frequently involved, followed by the vertebrae (5). MR imaging findings of Candida spondylitis are similar to those of pyogenic spondylitis (7) . Radiographic findings of Candida osteomyelitis are nonspecific, including disc space narrowing, irregularity of the end plates, and gradual collapse of the vertebral bodies (6) Unlike other patients with Candida arthritis, diabetes is the only factor contributing the insufficiency of immunity in our patient. No invasive or prosthetic procedure was performed on the ankle of our patient. Most patients with Candida arthritis, especially C. parapsilosis, were profoundly immunocompromised, or underwent invasive procedures at the involved joints.
In fact, there is little information about the MR imaging of Candida parapsilosis arthritis. As compared with that of more common fungal pathogens, MR imaging of our case disclosed some similar and non-specific findings, including synovial thickening, joint effusion, articular cartilage destruction, subchondral destruction, and marrow edema. However, these findings are not helpful in making a diagnosis. Major differential diagnoses include tuberculosis arthritis and other chronic inflammatory or infectious arthritis. Progressive destruction of joint in our patient is similar to that of pyogenic arthritis. On the other hand, paucity of the cellulitis or sinus tracts around the ankle lowers the probability of pyogenic arthritis. In addition, an indolent but persistent clinical course also contributes to ruling out pyogenic arthritis.
Loose bodies with low signal intensity on T2-weighted images and slightly high to iso signal intensity on T1-weighted images corresponds to the rice body noted on the surgical and pathologic findings. These rice bodies could represent the chronic granulation tissues, especially the proliferation of synovial tissues. These loose bodies could be helpful in differentiating with pyogenic arthritis, one of the major clinical concerns. Rheurmatoid arthritis and tuberculous arthritis also have increased synovial inflammation and proliferation, resulting in rice bodies (8) . Periarticular cellulitis or abscesses, and articular synovitis is uncommon in fungal disease, which is a minor clue to leading our diagnosis with fungal arthritis rather than tuberculosis (9) . In our case, there is tenosynovitis around the ankle, which can be seen in rheumatoid arthritis and tuberculous arthritis. On the other hand, the finding with a lack of periarticular osteopenia on the plain radiography is discriminated from tuberculous arthritis.
Discrimination of the cause of foot pain in the diabetic patients is critical for a successful treatment, and MR imaging could be helpful for the challenging clinical setting. Because of diabetes, some differential diagnoses of our patient are added, such as neuropathic arthopathy.
Large bone marrow edema on the talus was seen in our patient. It can only be a reactive change or combined osteomyelitis. In our case, the extent was large and diffuse, and signal change was prominent on T1-weighted images, which suggests concomitant fungal osteomyelitis. However, this was not confirmed pathologi-cally (10) .
Candida arthritis is treated with surgical debridement and antifungal agents. However, Candida parapsilosis arthris usually has poor prognosis, especially in immunocompromised patients (4). Our patient also has been deteriorated, in spite of aggressive treatment.
In conclusion, we have described a rare case of Candida parapsilosis arthritis involving the ankle in a diabetes patient with MR imaging. In patients with immune suppressed condition, especially diabetes, Candida arthritis should be considered in the differential diagnosis of the cause of ankle pain. Imaging features of Candida parapsiloisis arthritis are nonspecific with a slow progression. It mimics other chronic infectious or inflammatory arthritis on MR imaging; especially tuberculous arthritis.
